
HOME PHYSICAL THERAPY 
SOLUTIONS, PC 

Excellence in Manual Therapy and Orthopedic Care 

111 W. Old Country 

Rd Suite. 001 

Hicksville, NY 11801 

Tel: (516) 433-4570 

Fax:  (516) 433-4578 

1865 Amsterdam Ave. 

Lower Level 

New York, NY 

10031 Tel:  (212) 

543-4800 

 
                           

   

 

 How did you hear about our office?    
 

Last Name:    First Name:    
 

Date of 

Birth: 
/ /    Marital Status: single married divorced widowed 

 

Social Security #    Email:    
 

 

Address:   Phone: Cell [ ]    

 
Home [ ]    

 
City: 

 
   

 
State:    Zip:    

    

 
Emergency 

Contact: 

 

Name:    

 

Phone 

 

[ 

 

] 

 

   

 
Referring Physician: 

 
Phone 

 
[ 

 
] 

 
   

Address: Fax [ ]    

     

Primary Care Physician: Phone [ ]    
     

Insurance Information 
    

 

Primary:    Secondary    
 

ID / Claim #    ID / Claim #    
 

Address:    Address:    

 

City:    State:    Zip:    City:    State:    Zip:    

 

Policy Holder:    Policy Holder:    
 

Relationship:    Relationship:    
 

 
 

 

 

Signature of patient or authorized representative 
Date

 

HOME PHYSICAL THERAPY SOLUTIONS, PC 

Last Name:  ________________________________________________________ 

Excellence in Manual Therapy and Orthopedic Care

111 W. Old Country Road, Suite 001
Hicksville, NY 11801
Ph: 516-433-4570 / Fax: 516-433-4578

1865 Amstedam Ave., Lower Level
New York, NY 10031
Ph: 212-543-4800 / Fax 516-433-4570

2710 Grand Ave.
Bellmore, NY 11710
Ph: 516-781-9555 / Fax 516-433-4578

Date of Birth:   ________________________________________

First Name:__________________________________________ 

Address: _______________________________________________________
 
               _______________________________________________________
 
               _______________________________________________________

Social Security # : _______________________________________     

Address:  

City:  ___________________ State:_____    Zip: __________

Email:_________________________________________________ 

Phone:     Cell _____________________________________________

Home _____________________________________________

Phone _________________________________

How did you hear about our office? _____________________________________________________

Marital Status: 

Referring Physician: _____________________________________

Primary Care Physician:   _________________________________________

Phone:  _____________________________

Fax:    ______________________________

Phone:  ____________________________

________________________________________________________

________________________________________________________

________________________________________________________

Name: 



 

 

Patient Name:    
 

Current Complaints Location 

 
 

Please indicate where the pain, numbness and/or tingling is by drawing as follows 

xxxx = pain oooo = numbness //// = tingling 

 

How did your symptoms start?      

Describe your symptoms    
 

Medical Information Height  Weight    

Allergies    

 
 

Medical History 

Arthritis 

 
None 

 

 
Cancer 

Social History 

Occupation    

Tobacco use No Yes 

Alcohol use No Yes 

Do you live alone? No Yes    

Diabetes 

High blood pressure 

Kidney disease 

Pacemaker 

Thyroid problems 

Heart disease 

High cholesterol 

Liver disease 

Respiratory disease 

Pregnant 

Other    

Current Medications None Dosage Surgical History None Date 

 

 

 

 

 

 

 
 
 

 

Signature of patient or authorized representative Date 

Right handed Left handed 



HOME PHYSICAL THERAPY 
SOLUTIONS, PC 

Excellence in Manual Therapy and Orthopedic Care 

111 W. Old Country 

Rd Suite. 001 

Hicksville, NY 11801 

Tel: (516) 433-4570 

Fax:  (516) 433-4578 

1865 Amsterdam Ave. 

Lower Level 

New York, NY 

10031 Tel:  (212) 

543-4800 

 

 

 

1. Have you or a family member ever been treated at Home Physical Therapy Solutions P.C. Yes No 

If yes, Patient’s Name:   Which location:    
 

2. Have you had physical therapy, chiropractic or occupational treatments this year? Yes No 

If yes, please indicate which treatment and duration    

3. Have you had physical therapy for this condition previously? Yes No If yes, for how long    
 

FOR MEDICARE PATIENTS ONLY: 
 

Are you currently receiving home care services? Yes No 

If yes when will you be fully discharged from homecare?    

Do you have a homecare discharge letter? Yes No 
 
 

IS YOUR INJURY A RESULT OF AN AUTOMOBILE ACCIDENT Yes No  If yes answer section below: 

 

IS YOUR INJURY A RESULT OF A WORK RELATED ACCIDENT Yes No   If yes answer section below: 
 
 

Insurance: 

Case # 

WCB # 

   

 
   

 

   

Employer:    

 

Address:    

 

   

Adjuster:    Phone: [ ]      

Phone: [ ]    Was accident reported to employer?  Yes No 

 
 

Date of Injury: / / Time :    
AM 

PM Attorney 
 

 

 

Place of Injury:    Phone [ ]      
 

Describe accident:    
 

 

 

Have you lost time from work? 
 

Yes No How much?    
 

Have you seen anyone else for this condition?    
 

Were x-rays  
taken? 

 

Yes No Other tests? 
 

Yes No If yes, what?    

 

Any previous Worker Comp injuries? 
 

Yes No   Dates ______________________________________ 

HOME PHYSICAL THERAPY SOLUTIONS, PC 
Excellence in Manual Therapy and Orthopedic Care 

111 W. Old Country Road, Suite 001
Hicksville, NY 11801
Ph: 516-433-4570 / Fax: 516-433-4578

1865 Amstedam Ave., Lower Level
New York, NY 10031
Ph: 212-543-4800 / Fax 516-433-4570

2710 Grand Ave.
Bellmore, NY 11710
Ph: 516-781-9555 / Fax 516-433-4578

Phone:   ________________________________________________________

Phone: _______________________________________________________



HOME PHYSICAL THERAPY 
SOLUTIONS, PC 

Excellence in Manual Therapy and Orthopedic Care 

111 W. Old Country 

Rd Suite. 001 

Hicksville, NY 11801 

Tel: (516) 433-4570 

Fax:  (516) 433-4578 

1865 Amsterdam Ave. 

Lower Level 

New York, NY 

10031 Tel:  (212) 

543-4800 

 

 

AUTHORIZATION AND ASSIGNMENT OF BENEFITS 
 

CONSENT OF TREATMENT 
I understand that I have been referred for rehabilitative treatment and care to HOME PHYSICAL THERAPY 

SOLUTIONS P.C. A therapist representing HOME PHYSICAL THERAPY SOLUTIONS P.C. will describe for me my 

individual treatment plan. I understand that I have the right to ask and have my questions answered prior to 

receiving treatment. By signing this agreement, I consent to have HOME PHYSICAL THERAPY SOLUTIONS P.C. 

provide assessment, treatment and care as prepared by my physician and/or recommended by my therapist.  
I further certify that no guarantees or assurances have been made to me regarding the results that might be 

obtained. 

 

In conjunction with my care, I consent to allow the use of filming devices, such as a camera or cell phone, for 

the purposes of enhancing my care. In addition, I consent to the transmittal of such filming device images or 

video to Home Physical Therapy Solutions and/or the treating physician through email or text. I acknowledge 

that such film and related images will only be used or disclosed for treatment purposes, and that Home 

Physical Therapy Solutions will not further use or disclose such film or images for any other purpose without 

my authorization or consent Yes No 

  

Authorization for Release of Information 
I authorize HOME PHYSICAL THERAPY SOLUTIONS P.C. to release  all medical information relating to all 

claims for  benefits  submitted on behalf of myself and/ or my dependents to third party payors or insurance 

companies necessary to pay all claims generated by rehabilitative services provided by HOME PHYSICAL 

THERAPY SOLUTIONS P.C. 
 

Assignment of Benefits / Financial Responsibility 
I request that payments of authorized benefits be made on my behalf directly to Home Physical Therapy Solutions 

P.C and/or its providers as payment towards the total charges for services furnished to me or my dependents.  I 

FURTHER AGREE THAT ANY PAYMENTS MADE BY MY INSURANCE CARRIER DIRECTLY TO ME WILL BE TURNED OVER 

TO HOME PHYSICAL THERAPY SOLUTIONS P.C. ALONG WITH THE EXPLANATION OF BENEFITS. The office agrees 

that it will assist me at no charge in filling out of any insurance claim forms required. I further grant this office power 

of attorney to endorse any check remitted in my name for the purpose of applying that amount to my account.  

 
I understand that HOME PHYSICAL THERAPY SOLUTIONS P.C., in insurance assigned cases, agrees to accept 

the determination of the insurance company as the full charge. I UNDERSTAND THAT ACCEPTING ASSIGNMENT IS A 

COURTESY EXTENDED TO ME AND THAT I AM FINANCIALLY RESPONSIBLE ONLY FOR ANY CO-INSURANCE, DEDUCTIBLES, 

AND SERVICES THAT ARE NOT COVERED BY MY INSURANCE COMPANY. Co-insurances and deductibles are based upon 

the determination of the insurance company. I understand that I am subject to the terms and conditions of the Medicare 

and/or other insurance policies, of which Home Physical Therapy Solutions P.C. is a participating provider. 

 
I further understand that, in the case of denial of a claim by a third party payor, or as a result of a dispute with such 

payor, I will remain fully responsible for the charges with no time limitation from the date of services to the date of 

billing. 

 
Patient / Guardian 

Signature  

 

Printed Name  _________________________________________ Date / / 

HOME PHYSICAL THERAPY  SOLUTIONS, PC 

AUTHORIZATION AND ASSIGNMENT OF BENEFITS 

Excellence in Manual Therapy and Orthopedic Care 

111 W. Old Country Road, Suite 001
Hicksville, NY 11801
Ph: 516-433-4570 / Fax: 516-433-4578

1865 Amstedam Ave., Lower Level
New York, NY 10031
Ph: 212-543-4800 / Fax 516-433-4570

2710 Grand Ave.
Bellmore, NY 11710
Ph: 516-781-9555 / Fax 516-433-4578

Date  ________________________



 

 

111 W. Old Country 

Rd Suite. 001 

Hicksville, NY 11801 

Tel: (516) 433-4570 

Fax:  (516) 433-4578 

HOME PHYSICAL THERAPY 
SOLUTIONS, PC 

Excellence in Manual Therapy and Orthopedic Care 

ATTENDANCE POLICY 

1865 Amsterdam Ave. 

Lower Level 

New York, NY 

10031 Tel:  (212) 

543-4800 

Fax:  (516) 433-4578 

 

We at Home Physical Therapy Solutions are committed to working with you to get you back to optimum 

function. We will do everything we can to provide you with high level, skilled rehabilitation services in a 

compassionate and supportive environment. Arriving on time for your appointment is critical to the optimal 

delivery of care. 

 
Appointments are in high demand, so for your convenience, we have structured our office hours to 

accommodate a wide variety of personal schedules. In order to maintain the quality of care and minimize 

waiting times, please arrive on time for your scheduled appointment. Scheduling is based on a first come, first 

served basis. It is advisable for you to schedule your appointments in two to four week intervals. 

 
While we understand that emergencies do arise, last minute cancellations and patient no shows create gaps in 

our schedule and prevent us from accommodating other patients who would benefit from the treatment that 

could have been provided. This is detrimental to us and to the patients we try to serve. We ask for your full 

cooperation with the following policy: 

 

 
 WE REQUIRE AT LEAST 24 HOURS NOTICE to cancel an appointment with your therapist. 

 
 If you are more than 30 minute late for your appointment and fail to notify us, your treatment 

may be shortened or cancelled. Chronic late arrivals are disruptive to the successful 

implementation of your plan of care. 

 
 Failure to show for your scheduled appointment (NO SHOW) or cancel with less than 24 hours’ 

notice will result in a $50.00 fee being charged. THE PATIENT IS RESPONSIBLE FOR THIS FEE, 

NOT THE INSURANCE OR THIRD PARTY PAYOR. In addition, 2 consecutive no shows will 

result in cancellation of all future appointments. 

 
 No cancellation fee will be charged if the missed appointment is made up within the same week, not 

on a day you already have a scheduled appointment. 

 
 All cancellations and no shows will be documented in your medical record and appropriately 

reported to your physician, insurance or case manager. 

 
 

 
We thank you in advance for your cooperation in this matter. If there is anything we can do to assist you in your 

recovery, please let us know. Your comfort and satisfaction means a lot to us. 
 
 

Date / / 

Patient Acknowledgement/Signature 

HOME PHYSICAL THERAPY SOLUTIONS, PC
Excellence in Manual Therapy and Orthopedic Care 

111 W. Old Country Road, Suite 001
Hicksville, NY 11801
Ph: 516-433-4570 / Fax: 516-433-4578

1865 Amstedam Ave., Lower Level
New York, NY 10031
Ph: 212-543-4800 / Fax 516-433-4570

2710 Grand Ave.
Bellmore, NY 11710
Ph: 516-781-9555 / Fax 516-433-4578



HOME PHYSICAL THERAPY 
SOLUTIONS, PC 

Excellence in Manual Therapy and Orthopedic Care 

111 W. Old Country 

Rd Suite. 001 

Hicksville, NY 11801 

Tel: (516) 433-4570 

Fax:  (516) 433-4578 

1865 Amsterdam Ave. 

Lower Level 

New York, NY 

10031 Tel:  (212) 

543-4800 

 

 

 

Patient Care Text Messaging/Emailing Consent Form 
 

DECLARATION 

 
I authorize HOME PHYSICAL THERAPY SOLUTIONS, P.C. to contact me by text message/email for the purposes of health 
promotions and for appointment reminders.   
 
I acknowledge the appointment reminders by text/email are an additional service and that these may not take place on all 

occasions, and that the responsibility of attending appointments or cancelling them still rests with me. I can cancel the text 
message/email facility at any time.  
 
Text messages are generated using a secure facility. I understand that they are transmitted over a public network onto a 
personal telephone and as such may not be secure, However, the practice will not transmit any information that would enable 

an individual patient to be identified.  
 
I agree to advise the practice if my mobile number changes.    I also understand that I can make changes to both 
authorizations at any time. Requests for changes must be made in writing. 

 

 
    

Patient/Guardian Name: __________________________________________________ 

 Please Print 

 

Patient/Guardian Signature:   Date:    
 

 
If you choose to have my medical information communicated to individuals other than yourself, I must do so by completing and 
signing the authorization below. 

 

I do herby authorize HOME PHYSICAL THERAPY SOLUTIONS, P.C. to release my medical information to the person/persons named 

below. 
 

 

 

Name Relationship Phone # 

Name Relationship Phone # 

Name Relationship Phone # 
 

 

Newsletter: 

In an ongoing effort to provide our patients with great customer service and the latest information regarding all of our client services, you may receive emails of our 

informative monthly newsletter from our company. If you prefer NOT to get these emails, please check the box below: 

 

Opt  out   of Newsletter 

HOME PHYSICAL THERAPY SOLUTIONS, PC
Excellence in Manual Therapy and Orthopedic Care 

111 W. Old Country Road, Suite 001
Hicksville, NY 11801
Ph: 516-433-4570 / Fax: 516-433-4578

1865 Amstedam Ave., Lower Level
New York, NY 10031
Ph: 212-543-4800 / Fax 516-433-4570

2710 Grand Ave.
Bellmore, NY 11710
Ph: 516-781-9555 / Fax 516-433-4578

Newsletter: 
In an ongoing effort to provide our patients with great customer service and the latest information regarding all of our client services, you may receive emails of our 
informative monthly newsletter from our company. If you prefer NOT to receive these emails, please check the box below:



HOME PHYSICAL THERAPY 
SOLUTIONS, PC 

Excellence in Manual Therapy and Orthopedic Care 

111 W. Old Country 

Rd Suite. 001 

Hicksville, NY 11801 

Tel: (516) 433-4570 

Fax:  (516) 433-4578 

1865 Amsterdam Ave. 

Lower Level 

New York, NY 

10031 Tel:  (212) 

543-4800 

 

 

 
 
 

 



N/A
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